
  

 

 

 

   

   

  

 

  

   

 

  

 

 

   

     

   

  

   

 

 

 

 

 

  

 

    

 

 

  

 

  

  

  

 

  

 

 

    

 

 

 

  

 

  

  

  

 

  

 

 

    

 

MetLife Dental Insurance Enrollment/Change Form 
Non-Unit Higher Education Health and Welfare Fund 

The Trustees of the Non-Unit Higher Education Health and Welfare Fund are offering the members an indemnity dental plan. In order to 

participate in the plan, I will have to make a payroll contribution based on the coverage I select. I may also choose not to participate in this 

dental plan. By completing and signing this form, I am informing the Trustees of my election. 

If you do not wish to participate, you still need to submit this form. Please return this form to your Human Resources Administrator’s Office. 

COVERAGE ELECTION 

☐ I DO wish to participate in this dental plan.
I authorize the appropriate payroll deduction. 

☐ I DO NOT wish to participate in this dental plan.
I understand that I will not have dental insurance through my employer. 

CHECK OFF ALL THAT APPLY 

☐ New Hire ☐ Change of Name Provide former name: 

☐ New Address ☐ Prior Service/Transfer from another Institution Provide former institution: 

Change in Status-Special Handling: 

☐ Waive Waiting Period Coverage Start Date: 

Reason: 

Change in Family Status: 

☐ Addition of Dependent(s) Effective Date: 

Reason: 

☐ Removal of Dependent(s) Effective Date: 

Reason: 

Coverage Requested: ☐ Employee only ☐ Family

EMPLOYEE INFORMATION 

Name Employee ID # Social Security # 

Street City State ZIP Code 

Phone # Date of Birth Date of Hire 

Work Email Address (required): 

Place of Employment (specify campus): 

DEPENDENTS 

First Name (indicate Last Names only if different) Date of Birth Social Security # M/F 

Spouse 

Child 

Child 

Child 

Child 

SIGNATURE 

Employee Signature Date 

For more information about the plan, visit HealthPlansInc.com/BHE 

HR Administrators may send via: Fax: 508-795-1933 | Email: BHEeligibilityquestions@HealthPlansInc.com| Mail: Health Plans, Inc. · P.O. Box 5199 · Westborough, MA 01581 

Non-Unit-ENR_BHE_022123 

mailto:BHEeligibilityquestions@HealthPlansInc.com
https://HealthPlansInc.com/BHE
mailto:BHEeligibilityquestions@HealthPlansInc.com
https://HealthPlansInc.com/BHE


Accessibility Report

		Filename: 

		Enrollment-NewHire_BHE-NonUnit_member_form.pdf



		Report created by: 

		Kristina Simakauskas

		Organization: 

		



 [Personal and organization information from the Preferences > Identity dialog.]

Summary

The checker found problems which may prevent the document from being fully accessible.

		Needs manual check: 0

		Passed manually: 2

		Failed manually: 0

		Skipped: 1

		Passed: 28

		Failed: 1



Detailed Report

		Document



		Rule Name		Status		Description

		Accessibility permission flag		Passed		Accessibility permission flag must be set

		Image-only PDF		Passed		Document is not image-only PDF

		Tagged PDF		Passed		Document is tagged PDF

		Logical Reading Order		Passed manually		Document structure provides a logical reading order

		Primary language		Passed		Text language is specified

		Title		Passed		Document title is showing in title bar

		Bookmarks		Passed		Bookmarks are present in large documents

		Color contrast		Passed manually		Document has appropriate color contrast

		Page Content



		Rule Name		Status		Description

		Tagged content		Passed		All page content is tagged

		Tagged annotations		Failed		All annotations are tagged

		Tab order		Passed		Tab order is consistent with structure order

		Character encoding		Passed		Reliable character encoding is provided

		Tagged multimedia		Passed		All multimedia objects are tagged

		Screen flicker		Passed		Page will not cause screen flicker

		Scripts		Passed		No inaccessible scripts

		Timed responses		Passed		Page does not require timed responses

		Navigation links		Passed		Navigation links are not repetitive

		Forms



		Rule Name		Status		Description

		Tagged form fields		Passed		All form fields are tagged

		Field descriptions		Passed		All form fields have description

		Alternate Text



		Rule Name		Status		Description

		Figures alternate text		Passed		Figures require alternate text

		Nested alternate text		Passed		Alternate text that will never be read

		Associated with content		Passed		Alternate text must be associated with some content

		Hides annotation		Passed		Alternate text should not hide annotation

		Other elements alternate text		Passed		Other elements that require alternate text

		Tables



		Rule Name		Status		Description

		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot

		TH and TD		Passed		TH and TD must be children of TR

		Headers		Passed		Tables should have headers

		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column

		Summary		Skipped		Tables must have a summary

		Lists



		Rule Name		Status		Description

		List items		Passed		LI must be a child of L

		Lbl and LBody		Passed		Lbl and LBody must be children of LI

		Headings



		Rule Name		Status		Description

		Appropriate nesting		Passed		Appropriate nesting




Back to Top	Group2: Off
	Clear Form: 
	Former Name: 
	Group3: Off
	Employee Name: 
	Employee ID: 
	Social Security#: 
	Address: 
	City: 
	ST: 
	ZIP Code: 
	Primary Phone#: 
	Date of Birth: 
	Date of Hire: 
	Work Email Address (required): 
	Place of Employment (campus): 
	Name - Spouse: 
	DOB - Spouse: 
	SSN - Spouse: 
	Gender - Spouse: [      ]
	Name - Dep 1: 
	DOB - Dep 1: 
	SSN - Dep 1: 
	Gender - Dep 1: [      ]
	Name - Dep 2: 
	DOB - Dep 2: 
	SSN - Dep 2: 
	Gender - Dep 2: [      ]
	Name - Dep 3: 
	DOB - Dep 3: 
	SSN - Dep 3: 
	Gender - Dep 3: [      ]
	Name - Dep 4: 
	DOB - Dep 4: 
	SSN - Dep 4: 
	Gender - Dep 4: [      ]
	Date Signed: 
	Former Institution: 
	Coverage Start Date: 
	Waive Waiting Period - Reason: 
	New Hire: Off
	Change of Name: Off
	New Address: Off
	Prior Service/Transfer from another institution: Off
	Waive Waiting Period: Off
	Effective Date of Addition of Dependent: 
	Reason for addition of dependent: 
	Effective Date of Removal if Dependent: 
	Reason for removal of dependent: 
	Coverage Requested: Off
	SIGNATURE: 


